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BY GEORGE H. GAY, M.D., ONE OF THE SURGEONS OF THE MASS. GEN. HOSPITAL. 


THE patient was under the care of Dr. Minor, who gives the fol- 
lowing account of the case previous to the operation. 

Jane , et. 20, an Irish domestic, rather tall and stout, had 
a cold, with hoarseness, for several weeks, and latterly almost 
complete aphonia. She was, however, about the house, Nov. 26th, 
1857, though very unwell. On the 27th, she kept her room, having 
had dyspneea during the night. Dr. M. saw her in the afternoon, 
between one and two o’clock. She was in bed, sitting up, and 
breathing with great difficulty. The air seemed to enter the tra- 
chea with difficulty, inspiration being accompanied with a loud, 
hissing sound. The muscles about the neck and face were strongly 
contracted. Her expression was that of suffering, but without 
much anxiety. The pulse was 120. The skin was cool. The 
countenance was free from lividity. The voice was almost extinct. 
A blister was applied to the front of the neck, an emetic was ad- 
ministered, a solution of nitrate of silver was applied to the throat 
and upper part of the larynx, and a solution of the carbonate of 
potassa was given internally. During the night she had much 
trouble in swallowing, with a pain shooting up to the ears. There 
was tenderness, also, under the angle of the jaw on the right side. 
The dyspnoea continued to increase during the night and on the 
following day, though the countenance was not livid until the time 
of the operation, when it was somewhat so, and covered with per- 
spiration. By accident, she took about five grains of the nitrate 
of silver in solution. 

I saw the patient, with Dr. M., on Saturday, Nov. 28th, at about 
9,A.M. At that time the respiration was much labored, noisy, 
hoarse and accelerated. There was no interval of comparative 
ease or quict. She wasvery restless, and struggling from want of 
breath. Swallowing anything, particularly liquids, increased the 

25 


498 Tracheotomy in Croup. 


dyspnea, and brought on a paroxysm of hoarse and ringing cough. 
The voice was guttural and scarcely audible. She was sitting up 
in the bed, resting almost entirely upon her hands. The head and 
neck were constantly moving, as if to get relief by a change of 
position. The front of the neck was swollen. The nostrils were 
much dilated. The eyes were prominent, with an expression of 
great distress. The pulse was frequent and small. The skin was 
hot, and more dry than it had been. The checks were somewhat 
livid. The veins of the neck and face were swollen and full. The 
noisy and hurried respiration masked any sound from the lungs 
and trachea. There was some flatness in the right lower back. 
The tongue was covered with a thick white coat. No membrane 
could be seen in the throat. 

Before resorting to tracheotomy, it was proposed to try the 
effect of constant hot applications to the neck, and the breathing 
of steam from hot vinegar and water. 

At 1 o’clock the symptoms were much more alarming. The 
voice was merely a faint whisper. The cheeks, lips and hands had 
become more purplish. The veins of the neck were full. The 
breathing was more difficult and hurried,and she was becoming every 
moment more and more asphyxiated. It was not deemed advisa- 
ble to defer the operation any longer. 

Operation—Nov. 28th, at 14 0 ‘clock, with the assistance of Drs. 
Lewis, Minot and Morland; without ether. The patient was lying 
on her back, with her shoulders raised by pillows, and her head 
and neck slightly drawn backward and downward, and held straight 
and steady by an assistant. The left hand then partially controlled 
the movements of the thyroid cartilage, and an incision was made 
in the median line, from the top of the crico-thyroid membrane 
downward two inches or more toward the sternum. The dissec- 
tion was then carefully carried through the subcutaneous fat, about 
half an inch in thickness, the small veins of which were much distend- 
ed and bled freely. The lips of the wound were then held separat- 
ed by spatule, the blood was sponged away, and the fascia freely 
divided. The muscles covering the trachea were then drawn to 
each side, exposing the isthmus of the thyroid gland, with several 
distended veins. The two principal ones were separated, and the 
isthmus, which was narrow, was divided. The hemorrhage was 
now pretty free, but it soon lessened. 

It was noticed, while separating the muscles from the trachea, 
that there were some bubbles of air mixed with the blood. At first 
this was supposed to be owing to some divided vein. But this 
would not account for it. This point will be alluded to again. 
The hemorrhage being momentarily checked, the point of the 
knife was passed into the trachea, and three or four rings were 
divided from below upward, but no bubbles of air were seen. The 
point of the finger was then passed between the divided rings, 
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and a hard, firm substance was felt in the cavity of the trachea, 
like injection in a prepared artery, or like the interior of an aneu- 
rism. A director was then passed in between the inner wall of 
the trachea and this substance, but it did not remove it. It was 
then seized with a pair of dressing forceps, and a portion torn off. 
Air was immediately inspired, and the hemorrhage instantly stop- 
ped. Some more of this membrane was then taken out, which 
was pretty firm, ana looked as much like the coats of the aorta as 
anything else. There were two or three severe paroxysms of 
coughing, which expelled many membranous shreds and some te- 
nacious mucus. The tube was then inserted; in a few minutes the 
breathing was much relieved, and the tube was fastened by tape 
passed round the neck. 

Directions were given to sponge away whatever was forced out 
of the tube. In the course of the afternoon a considerable quan- 
tity of membrane, with some purulent-looking mucus, was expelled 
through the tube. At 6, P.M., the pulse was 130, the skin hot and 
dry. The respiration was much less labored, though hurried, being 
nearly fifty ina minute. The lividity of the face had gone. The 
cheeks were red. <At times, there was considerable thirst. On 
taking any liquid, some of it entered the larynx, producing a 
paroxysmn of coughing, and was then blown from the tube. 

Sunday, Nov. 29th.—A large quantity of membrane and mucus 
was expelled last night. The tube was obstructed, taken out in 
the night, cleaned and replaced. Had some sleep. This morning, 
there is considerable distress in breathing; during the paroxysm 
of coughing, membrane, with much stringy mucus, was expelled. 
The tube was again removed and replaced. The respiration was 
then more easy and quiet. The pulse was 130. The skin was 
slightly moist. The wound and the neck are swollen. The blis- 
tered surface about the wound was covered with a white exudation. 
There is a slight erysipelatous blush on the lower part of the neck 
and upper part of the chest. A cathartic of calomel and jalap 
was given, and a powder of calomel and Dover’s powder was or- 
dered every three hours. Beef-tea and arrow-root were taken as 
food. Toward night, the pulse was 120. Skin softer. Patient 
appears more comfortable. The tube is removed, without much 
difficulty, three or four timesaday. A portion of the liquids taken 
by the mouth is still forced out of the tube after a paroxysm of 
coughing. 

Monday, Nov. 30th—Coughed and raised much through the tube 
in the night, of tenacious, stringy mucus. At intervals, had some 
pretty quiet sleep. Was not so well during the latter part of the 
night, on account of the obstruction in the tube. Dr. M. was call- 
ed up, cleaned and replaced the tube. This morning, is easier. 
The tube was again cleaned. The expectoration was more of @ 
purulent character. The skin is still hot and dry. The pulse was 
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.,120. The tongue looks pretty well. The erysipelatous blush is 
, fainter. 6, P.M.—Has had a quiet day. The respiration is legs 
frequent. The pulse 112. Has not expelled any membrane. Hag 
taken considerable nourishment. Is menstruating. Expelled much 
mucus by the tube, by the mouth and by the nose. The bowels 
are sufficiently free. 

Tuesday, Dec. 1st.—Had a good night, and slept well. There 
was occasional coughing, with the expulsion of a muco-purulent 
secretion. There was no sign of any membrane. This morning, 
is decidedly better. The swelling and redness of the neck is much 
less. The blistered surface is tender, but improving. Feels gene- 
rally more comfortable. The pulse is 113. The tongue is nearly 
natural. The skin is still dry. On taking out the tube and clos- 
ing the wound with the finger, the air passed through the glottis 
with considerable ease. Can speak in a hoarse whisper while the 
tube is in place. Appetite sufficient. At noon, was comfortable. 
At 5, P.M., the breathing was very quiet. The pulse was 100. 
There was not much discharge from the wound. In coughing, some 
of the secretion is raised by the mouth and some by the tube. 
Some dulness on percussion and bronchial respiration are heard in 
the right lower back. 

Dec. 2d.—Dr. M. was called at 4 this A.M. to remove the canu- 
la, which had become obstructed. At 9, A.M., the pulse was about 
100. The tongue had a moist brownish coat. There was more 
thirst. Is still menstruating. Sonorous rales are heard in both 
backs. Had two dejections from Epsom salts. The discharge 
from the trachea consists now of frothy mucus. Syrup of scille 
and wine of antimony were given. 

3d.—Had much pain yesterday evening, in the right lower back, 
with a loud souffle at that point and along the side. There was 
also a souffle and coarse crackling in the left side of the back. 
The pulse was 112. To-day, there is much pain in the right side, 
particularly during inspiration. The respiration is feeble or in- 
audible, on account of the noise in the trachea. The pulse is 100. 
She slept tolerably well. The countenance is good. The tongue 
is moist. The expectoration is less and less purulent, containing, 
in fact, a large quantity of pure mucus. In the afternoon, raised 
some bloody sputa. The cough is hoarse. 

4th.—Coughed and raised a good deal in the night, at times— 
mucus, muco-pus and blood. Was rather uneasy from the pain in 
the right side. Had a Burgundy pitch plaster to side, and took 
some calomel and Dover’s powder. Afterward, slept somewhat, 
and the breathing was then quiet. This morning, the respiration 
is easy, not quick nor noisy. The skin is softer, and somewhat 
moist. The tongue is pretty clean. The pulse is 100. On re- 
moving the tube, the breathing is easier than before. Some dis- 
charge from the wound. One dejection. The expectoration is 
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chiefly mucus, with some blood, and occasionally some tenacious 
mucus. The lower part of the right lung is still congested. The 
rales are not so strong as yesterday. In the evening, there was 
some dyspnoea, apparently as if from some obstruction in the tra- 
chea. The pulse was 100. ' 

5th.—Had a good night. The tongue is nearly clean. The 
pulse is 100. Patient breathes partly through the canula, and 
when this is removed, and the opening is partly closed, she breathes 
comparatively well through the larynx; that is to say, without 
much difficulty, though hoarsely. Takes nourishment well. No 
souffle is heard in the chest. Toward night, had much pain in the 
right side. The pulse was 96 to 100. There is some mercurial 
foetor of the breath, on account of which the calomel was omitted 
from the Dover's powder. The voice is hoarse and not full. 

6th.—Slept well till toward morning, when she coughed a great 
deal. The pulse is 104. Complains of great pain in the right side. 
On auscultation, there is heard beneath the right axilla a loud 
sound resembling a souffle, but not perfectly synchronous with res- 
piration; that is, it begins after the commencement of the inspira- 
tion and ceases before the end of the expiration. Moreover, it is 
sometimes of longer duration than at others, seeming to depend, 
in this respect, upon the force of the respiration., Accompanying 
it are some crackling sounds. The percussion over the right back is 
decidedly dull compared with that of the left, and patient lies on 
her left side. The margin of the wound is covered with dry 
crusts. The expectoration is muco-purulent. A blister was ap- 
plied to the right side, and one sixteenth of a grain of tartrate of 
antimony given every two hours. 

Tth—Has been much troubled with the cough, but otherwise 
appears better. The cough is looser. Has much less pain in the 
side. Has taken more food than yesterday. The skin and tongue 
are moist. Complains of soreness in the mouth. There is some 
mercurial fcetor in the breath. The pulse is 100. Had one de- 
jection yesterday. The expectoration is abundant, and of the 
same character as yesterday. Has taken the antimony as directed. 
There is nothing like salivation. 

8th. Was much troubled with coughing yesterday and this 
morning. Otherwise, remains about the same. 

9th.—Coughed much all night, and seems much exhausted this 
morning. The pulse is 112. The skin is moist. The tongue is 
clean. There is a souffle in the lower part of the right back, with 
dulness on percussion. A double canula, with fenestra, was sub- 
stituted for the one she had previously worn. The inner tube 
being removed, a cork was placed in the orifice of the outer one, 
through which, at the convex opening, the patient breathed easily. 
In about an hour and a half, she was found asleep, with accelerated 
respiration (48 per minute). The cork was removed to enable 
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her to expectorate, and then replaced. It remained in place eight 
hours without much inconvenience. When removed, there wag 
much coughing, followed by an expulsion of a large quantity of 
purulent mucus. At 10, P.M., she had been coughing much all the 
evening, and was greatly exhausted. The pulse was 108. Took, 
during the day, iodide of potassium, for the condition of the mouth. 

10th.—Souittle and dull percussion throughout the right back. 
The respiration scems healthy in the left back. The Dover's pow- 
der made her sick last evening. The tube was removed this morn- 
ing, Through the day the respiration was mostly through the nose, 
and easy. The chief complaint is from the pain incoughing. Ap- 
petite is poor. Slept most of the day. There is still hoarseness 
in the voice, and couch. 

11th.—There was less cough; in fact, but very little during the 
night, till this morning. The respiration is now tranquil, and free 
from noise. When she coughs, some air is forced out of the ori- 
fice in the trachea, which is contracting daily. The souffle is muf- 
fled, with coarse rales in the right back. The pulse is 100. Some 
little appetite. 

12th.—More comfortable to-day. The cough is less. 

13th.—She had an uncomfortable night,and more cough. There 
is still a souffle and dull percussion in the right back. The pulse is 
from 96 to 100. The bowels are free. Mouth is much better. A 
cough mixture, with naphtha, was prescribed. 

14th.—Had a better night, with much less cough. To-day, feels 
generally better. The appetite is improving. Sits up a few hours. 

16th.—Slept well, but had a severe paroxysm of coughing this 
morning. The tongue is nearly clean. The skin is rather warm. 
The pulse is from 108 to 112. (The patient was sitting up, and 
had just passed through a paroxysm of coughing.) The expres- 
sion is improving. The voice isdecidedly stronger. No air comes 
out of the wound, except during hard coughing. The percussion is 
very flat over the lower part of the right back, right front and side. 
In these regions, tubular respiration is heard, which is loudest and 
most harsh in the lower part of the back, and ceases at about the 
level of the angle of the scapula. It is less loud in the lateral 
and anterior regions. Above the level of the angle of the scapu- 
la, the respiration and percussion is quite natural, as they are 
throughout the left chest. No distinct egophony is heard in the 
region of the tubular respiration, but some tremulousness of the 
voice approaching that sign. But on account of the state of the 
patient’s voice, and the difficulty of speaking, no certain result 
cotild be ascertained. By measure, the left chest appears to be 
slightly larger (one third of an inch) than the right, both below 
and above the mamme. For the account of the preceding auscul- 
tatory phenomena, we are indebted to Dr. Minot. 

17th—The pulse is 96. The souffle in the right chest is con- 
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siderably diminished, both before and behind. General condition 
and voice are much improved. 

18th.—The pulse is as yesterday. The souffle as before, with 
egophony. 

2ist.—Physical signs as before. The pulse is from 92 to 96. 

23d.—A souffle in the lower part of the right back and side. 
Scarcely any distinct sound is heard below the spine of the scapu- 
la; above that level, the respiration is vesicular. The percussion 
is as before. Still complains of pain in the right side, with some 
tenderness. The pulse is 96. The tongue is nearly clean. The 
cough, on the whole, is less, but she had a severe paroxysm this 
morning. 

In this case it will be observed that the patient had had a cold, 
with hoarseness, for several weeks, and latterly it had been at- 
tended with almost complete aphonia. She was about the house 
on Thursday, Nov. 26th, 1857. That night she was troubled with 
difficulty of breathing. The next day, Friday, not feeling so well, 
she kept her room. Between 1 and 2, P.M., Dr. Minot was sent 
for, and found her with evident symptoms of the croup, in the 
breathing and voice. The proper remedial measures were imme- 
diately resorted to, both internally and locally. That night the 
symptoms increased in severity, and on Saturday morning the dis- 
ease was still advancing, with indications of commencing asphyxia. 
Still further treatment was persisted in for three or four hours, 
but the symptoms became so urgent and alarming that tracheoto- 
my was performed. From what examination could be made, there 
was some congestion in the lower part of the right lung. 

Judging from the rapid progress of the dangerous symptoms, 
and the exhausted condition of the patient, she could have sur- 

vived but a few hours without the operation. 

It is impossible to say how much membrane there was at the 
time of the operation. The space occupied by the three or four 
rings of the trachea that were divided, was lined with it, at that 
point partially detached; so much so, that the director, without 
much force, passed between it and the mucous surface of the tra- 
chea. Its brittleness prevented the removal of but a small quan- 
tity. Portions of membrane continued to be expelled for thirty- 
six hours, after which the expectoration was somewhat purulent. 

It may be asked, whether or not the patient could have lived 
twelve hours or more, without an operation, thus allowing her 
some chance of expelling at least a portion of the membrane. 
There is no hesitation in saying that at that period the powers of 
the system would have been too feeble to force it through the glot- 
tis, for the great obstruction to the passage of air is generally at 
that point. If the efforts of coughing had separated the mem- 
brane, the opening in the glottis would, in all probability, have 
been completely blocked up, causing a more instantaneous death. 
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The appearance of an erysipelatous blush below the wound, on 
the next morning, and the thick, white exudation on the blistered 
surface, made the prognosis look unfavorable. But these disap- 
peared, and the patient was comparatively comfortable. 

The following Tuesday, there was much suffering from pain in 
the right side, with symptoms of an attack of pleuro-pneumonia. 
These symptoms increased, so that the distress and restlessness be- 
came much greater. From day to day there was considerable 
fluctuation in the amount of pain, distress, difficulty in breathing 
and coughing. 

There was no particular trouble in the larynx after the tube 
was removed. The pain in the side came back, and was attended 
with more marked auscultatory signs. From Dec. 23d, the cough 
has varied in frequency and intensity, and there was no decided 
and continued change for the better in it or in the auscultatory 
signs until within ten days. From that time an improvement has 
been noticed in these symptoms and her strength. Owing to the 
hard coughing, the opening in the neck was necessarily prevented 
from closing. It has now entirely healed. Her voice is still 
somewhat hoarse, and there is an occasional paroxysm of coughing. 

Dr. Minot saw her three or four times every day, and was fre- 
quently called to her in the night. To his attentive exertions the 
patient’s comfort and recovery are mainly attributable. With 
ordinary care, we do not believe that the patient would have lived. 

This is the first case of membranous croup in an adult that I 
have ever seen. It is well known that cases of the kind are very 
rare. And it is still more rare for an adult to recover after the 
operation of tracheotomy for this disease, even when it is not com- 
plicated with a severe attack of pleurisy and lung fever. 

[To be continued.] 


PROF. SKODA ON EMPHYSEMA OF THE LUNGS. 
(Translated for the Boston Med. and Surg. Journal from the A//gemeine Wiener Medizinische Zeitung.] 
BY J. C. WHITE, M.D. 


By emphysema pulmonum, in the sense in which this expression 
is generally used, we understand that condition of the lungs in 
which the contractile power of their parenchyma is lessened and 
unable to draw them together in the same degree as in a healthy 
state, where the contraction is limited only by the resistance of 
the thoracic walls and diaphragm, and when at the moment of 
expiration the latter is elevated as high as possible, and the tho- 
rax narrowed to its utmost. If, on the contrary, the contractile 
power of the lungs is diminished, the diaphragm is not so much 
drawn up, and the walls of the chest do not perform perfectly the 
respiratory movements. The diaphragm maintains, therefore, a 
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deeper position, both during inspiration and expiration, which is 
shown by the lower situation of the liver and vertical position of 
the heart. In the normal condition, the point of the heart looks 
toward the left, but by a deeper position of the diaphragm it falls 
more to the right, and the direction of the heart approaches more - 
the perpendicular. Still this low position of the diaphragm is, 
by itself alone, no sure sign of emphysema, since a pleuritic exu- 
dation and pneumo-thorax may produce the same. It is necessary, 
therefore, to confirm our diagnosis by other testimony, and for this 
purpose physical examination is all-sufficient. 

When, by percussion, we find the sound clear and full, where a 
deep position of the diaphragm, liver and spleen co-exists, with 
an altered situation of the heart, we may be sure of vesicular em- 
physema. If the same fulness of sound extend over the whole 
lobe to the very lower edge of the thorax, we may conclude that 
the whole lobe is affected; if the sound in the lower portion is 
very full, but above less so, then the emphysema must be confined 
to the first-mentioned part. We obtain a tympanitic sound only 
when the fully-expanded portion of lung borders upon one entirely 
free from air; and in total loss of contractile power. By auscul- 
tation we generally recognize vesicular or obscure respiration, to- 
gether with the rattling, whistling and hissing murmurs of bron- 
chial catarrh, which usually accompanies the emphysema. 

The differential diagnosis between emphysema and pneumo-tho- 
rax, by means of auscultation and percussion, is somewhat difficult. 
We cannot distinguish between them by the tympanitic sound, for 
it may or may not occur in both. The amphoric echo, on the other 
hand, is an unmistakable sign of pneumo-thorax. For its recogni- 
tion we make use both of auscultation and percussion; that is, we: 
auscult the percussion sound, because this murmur is not heard 
readily at a distance. The amphoric echo must not be confound- 
ed with the sound produced always in percussion, and which resem- 
bles that obtained by percussing the hand laid upon the ear. But 
although.the amphorie echo is unmistakably diagnostic when heard, 
it is unfortunately not constant, and we are obliged to call auscul- 
tation to our aid. 

Inspiration in emphysema of the lungs is either simply vesicular, 
or accompanied by the sounds of bronchial catarrh above mention- 
ed; but in pneumo-thorax we hear undefined, bronchial respiration, 
and a resonance, amphoric echo and metallic tone of the voice, but 
no vesicular respiration or near rale. But vesicular emphysema of 
the lungs can make the percussion sound tympanitic under the con- 
ditions above considered; it can also be accompanied by indistinct 
respiration, as well as pneumo-thorax, and by bronchial respiration 
and rale by consonance, if tubercular cavities, a central pneumonia 
or bronchiectasis occur at the same time. On the other hand, the 
characteristic amphoric echo and metallic tone of the voice are 
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sometimes wanting in pneumo-thorax. We sce, therefore, that in 
many cases the differential diagnosis between emphysema of the 
lungs and pneumo-thorax cannot be made out at once and with 
certainty. When, however, we can exclude pneumonia, phthisis, 
and bronchiectasis, the bronchial respiration will serve as a dis. 
tinguishing sign, for it never occurs in simple emphysema of the 
lungs. 

The friction murmur and dull percussion sound will serve to dis- 
tinguish a pleuritic exudation, and we scarcely need fear any con- 
fusion with pneumonia. 

Finally, emphysema does not always produce enlargement and 
increased resistance of the liver and spleen. The cardiac pulse is 
not felt in the usual place, but instead of it a tremulousness of the 
walls is perceptible. Even over the sternum the percussion sound 
is not wholly dull, because the long-protracted respiratory move- 
ments draw the spine backward, and the anterior thoracic walls 
forward, so as to prevent any close contact between the heart and 
walls of the chest. 

Hitherto we have considered emphysema as universal, but it also 
occurs, and very frequently, in a partial form. It is constant in 
the neighborhood of those portions of a lung which are impene- 
trable by the air, whenever the space is not filled up in some other 
manner. Kvery portion of lung is destined to fill a certain space 
in the chest, and there can be no such thing as a vacuum in the 
thorax. The lung is therefore just so much expanded as to fill up 
every nook of space not occupied by some other organ. When- 
ever, then, a single portion of the lung becomes impervious to the 
air, and can no longer be expanded by it, the space destined for 
it must be filled by the bordering pulmonary tissue, and this en- 
largement may encroach upon the whole lobe, provided it is not 
fixed by adhesions, and even extend itself to the other lung, if 
called for. This sort of partial emphysema is most frequently ob- 
served in pneumonia. Since, moreover, certain portions of a lung 
are capable of offering less resistance than others, we often find 
the emphysema partial and limited, when it might have been dis- 
tributed over the whole lung. 

In earlier times, it was maintained that every shrinking of the 
lungs and destruction of the parenchyma by ulceration, must be 
accompanied by a falling in of the chest wall, and the expression 
was used that the thorax sank inward, so soon as it was not longer 
supported by the lung. This view is false. Whenever a drawing- 
in of the chest takes place, it is occasioned by the shrinking of 
some fibrous exudation, which exercises a strong tractile power. 
On the other hand, the shrinking of any portion of lung, when such 
adhesions do not exist, produces a partial emphysema, from which 
not only no contraction of the chest wall follows, but rather an 
enlargement of the thorax. 
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The universal and partial emphysema of the lungs which we ’ 
have hitherto spoken of, is called vesicular, in order to distinguish it 
from that form which we are now about to consider, viz., the inter- 
lobular, which is not produced, as the vesicular is, by loss of con- 
tractility of the parenchyma, but by a rent in a healthy lung, by 
which the air penetrates the fibrous tissue, and there forms cells 
or caverns, the walls of which consist merely of a thin membrane. 
Such a cavity can exist, both within the pulmonary tissue and on 
its surface; can, provided their continuity is not destroyed, lift up 
the pleura, and form on the superficial surface of the lung an air- 
filled bladder, the contents of which may be prevented from ¢om- 
municating with the bronchi, by the union of the original fissure in 
the lung. The interlobular emphysema consists either of only one 
bladder, or of many already destroyed, which are not enlarged by 
inspiration or diminished by expiration. The surroundings of 
these bladders give the usual auscultatory signs of vesicular breath- 
ing, or hissing, rattling and whistling, accor ‘ding as the bronchus 
contain mucus or air alone. Generally, the neighborhood of such 
sacs is not infiltrated, but is soft and undistinguishable from the 
remaining pulmonary substance. In rare cases, such a bladder 
may produce a friction sound, when it is situated on the superficial 
surface of the lung, and causes the pleura to bulge. In these cases 
the elevated pleura becomes rough on its outer surface, by means 
of the exudation which always follows. In this way the friction 
murmurs are caused, which may remain a long time, or, in fact, 
never disappear. Laennec first discovered this sign as a charac- 
teristic of this form of emphysema, and called it “frottement as- 
cendant et descendant.” Interlobular emphysema can neither be 
diagnosticated nor suspected, because we are ignorant of its rela- 
tions, and it seldom occurs. It causes no troublesome symptoms, 
and is only so far dangerous, that a new rent and pneumo-thorax 
may ensue, if such a bladder lie directly under the elevated 
pleura. 

Generally speaking, emphysema can only be diagnosticated dur- 
ing life, when it is the result of the loss of contractile power of 
the lungs. In simple shrinking, without any diminution of contrac- 
tile power, the position of the liver and heart will not be changed, 
or, instead of being pushed downward, may obtain a higher situa- 
tion than normal. We may suspect the partial form in tuberculo- 
sis, or in cases of pneumonia not affecting the whole lobe; also 
when the contracted portion is very large, as a whole lobe for in- 
stance. In this last case the other lung will become emphysema- 
tous, and be recognized by the distortion of the mediastinum. It 
would be better, howev er, not to call such an enlargement emphy- 
sema, because such a lung retains, or can retain, its normal contrac- 
tility, in which case there would be no morbid phenomena, and the 
respiration even be alleviated. In addition, we may have, though 
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very rarely,a loss of contractile power without any enlargement 
of the lungs, when, namely, they are firmly united in their whole 
extent with the costal pleura, and the diaphragm thereby fixed in 
its high position. In this case, neither the diaphragm or heart can 
descend, nor can the lungs expand, and still the contractile power 
be lost. In the dead body we shall then find, of course, only a 
partial emphysema. 

As regards the etiology of emphysema, we find that, in addition 
to chronic tuberculosis and pneumonia, bronchial catarrh is its 
most frequent cause, which may be produced itself by any disturb- 
ance in the secretory organs. Very frequently emphysema is com- 
vined with diseases of heart, to which we should especially direct 
our attention. 

It is also to be noticed that an abnormal condition of the pul- 
monary artery may co-exist with emphysema, because the capilla- 
ries of the lungs are, not infrequently, found greatly enlarged and 
destroyed, and always lose their elasticity more or less, by which 
a greater resistance is afforded to the circulation. But if auscul- 
tation of the second sound of the pulmonary artery is a sign of 
emphysema, we must also remember that diseases of the heart 
may co-exist, and the diagnosis will be all the more difficult, be- 
cause the left ventricle is far removed from the walls of the chest 
in such patients. It will be easier, however, when the tones of 
the right side of the heart become stronger from the dilatation 
resulting from emphysema. The bicuspidalis may be diseased, 
even when the radial pulse is perceptible, for if the emphysema 
does not serve to diminish it, certainly any abnormal state of the 
mitralis need not. 

In regard to the distribution of emphysema. it may occur in one 
or both lungs, in one or more lobes. Under such circumstances, 
as already stated, the healthy portion of lung grows smaller, the 
diseased larger, till the resistance in both is equal. In the majori- 
ty of cases the disease affects both lungs, the chief reason of which 
is, that in chronic bronchial catarrh the diseased condition extends 
throughout all the bronchi, even when originally confined to a 
small portion, which is explained by the fact that the secretion 
from the diseased bronchial mucous membrane is not immediately 
expelled, but remains a long time in contact with other portions, 
inasmuch as it sinks downward into the healthy bronchi. 

The attacks and course of emphysema are very various, as might 
be expected. It can come on quite rapidly, but generally develops 
itself slowly. The first is the case in consequence of sudden and 
extensive bronchial catarrh, where the finest bronchi are affected, 
and which, by its tendency to return within a definite time, often 
produces a chronic emphysema. When this acute bronchial in- 
flammation affects persons otherwise robust, the emphysema is 
much more easily borne by them, than by the scrofulous and others, 
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whose constitution is able to offer little resistance to the oft- 
repeated attacks of the exudative process and consequent chronic 
emphysema. Occasionally, however, the development is so rapid 
that we can hardly attribute its existence to any catarrhal inflam- 
mation. The auscultation, it is true, gives in the beginning both 
whistling and hissing, but the secretion is either nothing at all, or 
in a very small quantity, and it is some time before the attack of 
dyspnoea is accompanied by a copious secretion from the bronchi, 
which possesses the usual serous character. In these cases the 
nervous affection, as indicated by the dyspncea and loss gf con- 
tractility of the parenchyma, precedes the disturbance in tue se- 
cretion, and must explain the symptoms usually called inflammatory, 
just as we may have paralysis of a voluntary muscle, before any 
exudation becomes evident. 

Emphysema of the lungs does not necessarily cause constant 
dyspnoea, and a patient by living in a quiet manner may appear 
perfectly well, but whenever the respiration becomes taxed by 
bodily exertion the dyspnoea will show itself. In some cases no 
symptoms whatever are present, in spite of the disease; the pa- 
tient does not become cyanotic; no especial hyperamy is developed, 
and the secretions and functions of digestion, nourishment and cir- 
culation are normal. These symptoms, in whatever degree they 
may occur, depend much upon the cause of the attack. For in- 
stance, the organic change in the lungs can have reached to so 
high a degree as to greatly impede the circulation through them, 
and the greatest quiet may then be insufficient to remove the cya- 
nosis; while, on the other hand, a chronic emphysema, which comes 
on slowly, can, by good care and slight exertion, be borne for 
years. We see, then, that the prognosis depends upon the cause, 
the degree and symptoms of the disease. An unfavorable termina- 
tion very seldom follows an attack of dyspnoea, but in the majority 
of cases is the result of the various sequele of the disease, which 
are hypertrophy and dilatation of the right cavities of the heart, 
brought about by the impermeability of the pulmonary capillaries, 
diseases of the valves, loss of nervous power of the heart, ede- 
ma of the lungs, dropsy, cerebral hemorrhage and marasmus. 

In our treatment of vesicular emphysema we must, above all 
things, seek out the causes of the attacks, so as to prevent their 
return. Especially should catarrhs be avoided, and corporeal ex- 
ertion as much as possible, and an equable climate be obtained. 
The attention must also be given to strengthening the system by 
proper nourishment, clothing and cleanliness. Medicines should 
be used to check the catarrh, and distressing, dry cough; and the 
sooner this is accomplished the more hope will there be that the 
emphysema wil! quickly disappear, or for so long at least, as no 
new catarrh appears to recall it. Narcotics, combined with dia- 
phoretics, are best for this purpose, inasmuch as they tend to keep 
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the secretions of the intestinal canal and kidneys in order. Fi- 
nally, we must endeavor to regulate the action of the heart by 
laurel-water or digitalis. If the patient can bear it, we may try the 
inhalation of turpentine oil, which has obtained a celebrity, and is 
without doubt beneficial, since it promotes diuresis without bring- 
ing on diarrhoea; but as it can be used by so few persons, and by 
long employment may cause giddiness and oppression in the head, 
we must look upon it merely as an experimental remedy. 


It is,needless to say anything, at this time, about the peculiar 
views of Prof. Skoda on auscultation and percussion, as they have 
little bearing on the present subject. I should say that emphyse- 
ma of the lungs was a very frequent disease, in a slight degree, in 
Vienna; and I infer this not only from the cases diagnosticated as 
such in the wards of the Hospital, but also from the frequency 
with which it is found post mortem. I have observed it here in 
several cases, and in one the accentuation of the second sound of 
the pulmonary artery was quite marked—strong enough to have 
led, under other circumstances, to the diagnosis of insufficiency of 
the vicuspidalis. As regards the metallic echo referred to in 
pneumo-thorax, it may be best heard by placing the stethoscope 
two inches below the clavicle of the affected side, and percussing 
below the nipple with a short, quick blow, upon which we shall 
hear the echo of the stroke—a peculiarly metallic tone. 

Boston, December, 1857. 


Reports of fHevical Sotictices. 


EXTRACTS FROM THE RECORDS OF THE SUFFOLK DISTRICT MEDICAL SOCIETY. 
CHARLES D. HOMANS, M.D., SECRETARY. 

Imperforate Anus and Rectum :—Cases and Remarks.—Dr. E. B. 
Moore said he had operated with success upon three cases of Imper- 
forate Anus. One was a child Lorn Nov. 22d, 1853. Where the anal 
opening should have been, there existed a sac projecting three-fourths 
of an inch from the body of the child. Dr. Moore operated three days 
after birth with a trocar, and afterward dilated the opening by bougies, 
beginning with one the size of a pipe-stem and gradually increasing 
the size until one three-fourths of an inch in diameter could be passed. 
Dec. 3d, eight days after the operation, the child was dismissed as 
cured. He has been generally, and is now, well and hearty. 

Dr. Moore has operated upon two other children successfully, as he 
supposes, but has not seen them since. He has also met with an in- 
stance of imperforate rectum, and had operated without success. In 
this patient the colon only reached to the promontory of the sacrum. 

_In neither of these cases was there passage of the feces by the 
urethra. 

Cases of Imperforale Rectum.—Reported by Dr. Ayer. The first 
case occurred five years ago; the subject being a male child. The 
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anus was perfectly formed. On introducing the finger a few hours 
after birth, its passage was obstructed a short distance from the anus, 
but the upper portion of the intestine could not be felt pressin 
down upon the finger, as usually happens in these cases. The chil 
was left for two or three days, when Dr. H. J. Bicetow was called in 
consultation. At this time, a distended pouch could be felt by the 
finger passed into the rectum. There was also fecal discharge through 
the urethra. It was decided not to do any operation, and the child 
died in eight days from its birth. Recently a second case had occur- 
red in a female child of the same mother, also seen by Dr. H. J. Bige- 
low. In this case there was, as in the first one, a passage of meconi- 
um through the urethra. The child was not operated upon, and died 
in a few days. The mother had given birth to a perfectly well-formed 
child between these two. Dr. Ayer had seen a third case within the 
last five years, where no operation was performed and the termination 
was fatal. 

Dr. Hopees, who made the autopsy of the second case, then exhi- 
bited the specimen, and gave the following account of the morbid 
appearances :— 

On opening the abdomen, which was greatly distended, the rectum 
presented itself and seemed to fill the whole cavity. The pelvis and 
contents, with the external organs, were removed together. The 
rectum terminated in a rounded cul de sac, and was dilated by gas and 
meconium in a fusiform shape for six inches or more above its termina- 
tion, being largest just above the brim of the pelvis, where its diame- 
ter was an inch and a half at least. The anus penetrated about half 
an inch, and the septum between it and the rectum was three-six- 
teenths of an inch in thickness, consisting of loose cellular tissue. 
There was no communication between the vagina or uterus and rec- 
tum, though before death the color of the urine had led to its suppos- 
ed existence. No other malformation than that of the rectum existed. 

Dr. H. J. Bigztow made some remarks on the question of operation 
in these cases. He had recently expressed an opinion which had led 
to some comment, and which was unfavorable to this operation. He 
still held the views then expressed. He had visited the second case 
alluded to by Dr. Ayer, in consultation with that gentleman, and had 
on the whole discouraged operation; yet as the meconium seemed in 
this case to be comparatively accessible, he had submitted the ques- 
tion to the parent, who declined surgical interference unless it pro- 
mised permanent relief. Dr. B. considered this decision to be a cor- 
rect one, and fully justified by the circumstances. 

This is not a question of relieving the suffering or of protracting the 
life of an adult; but one of inaugurating the existence of an infant by 
a surgical operation which is proved in a large majority of cases either 
to hasten death, or, what is more important, by prolonging life, to en- 
tail suffering, sometimes very great as the child grows and the feces 
become hard, during a few weeks or months or years, at the end of 
which the child often dies; while, on the other hand, reported cases of 
permanent recovery and health are, to speak within bounds, very rare. 

In cases reported as successfully treated, a considerable number 
will be found to have presented natural openings, into the vagina, &c., 
and these therefore had a fair chance of life for some time, without the 
operation. Among the other cases reported as surviving the opera- 
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tion with escape of the meconium, although we find little account of 
the subsequent history of the affection, we know enough of its general 
character to look at such successful results with suspicion, and ata 
part of them as an argument against the operation. 

This affection was investigated long ago. Boyer treats of it at 
length, with its complications and varieties, under nine distinct heads. 
Many hundred cases have doubtless been subjected to surgical art, 
but we still want a few healthy adult survivors to encourage the ope- 
ration. Among such, Dr. B. did not include as an example, the “ fine 
healthy young man” mentioned by South, whose imperforate anus, 
operated on and treated most assiduously in infancy, ‘‘ could be com- 
pared to nothing else than a bullet-hole in a board”’ with some prolap- ° 
sus of the mucous membrane and escape of frecal matter, and a large 
pouch extending forward to the urethra. 

Dr. B. had himself seen no successful result of the operation ; but 
agreed, as he had said on a previous occasion, that it might be occa- 
sionally done in deference to established opinion, or if it was desired, 
especially in a favorable case, as where the membrane is thin. He 
thought it unnecessary to discuss the question of ekeing out the life 
of a new-born baby by an artificial anus in the groin or back. 

‘Dr. Honees said the question of deep dissections into the pelvis was 
made the subject of a caution by Fergusson in his Practical Surgery. 
The dangers resulting from them must be apparent when we consider 
the size of an infant pelvis, small enough, at best, as a field for ope- 
ration, but with its diameters diminished by the presence of important 
viscera, and the dissection endangered by the near vicinity of the 
iliac and hypogastric arteries and veins. The measurements of the 
pelvis shown this evening was as follows :— 

From one tuberosity of the ischium to the other, one inch. 

From coccyx to symphysis pubis, one and one-quarter inch. 

From coccyx to promontory of sacrum, one and three-sixteenth inch. 

In this instance, and this was an average sized pelvis for a well-de- 
veloped child at time, a dissection deeper than one inch must be fur- 
ther than it would be prudent to go. Beyond such a distance the 
operator could not be certain of what he was doing. And yet one 
sees statements of dissections pushed two inches into the pelvis, and 
a trocar thrust half an inch beyond that. It did not seem to him that 
such a course could be met with approval, or was one likely to become 
of frequent practice among surgeons. 

Dr. J. B. 8. Jackson said he had never met with a case of imperfo- 
rate anus where the malformation consisted merely of a simple mem- 
brane closing up that outlet. There was generally nosign of the anus 
at all. 

He also remarked that in cases of imperforate rectum, the intestine, 
where it terminates in the cul de sac, seems sometimes to be conside- 
rably larger than normal. He did not allude to the dilatation caused 
by the accumulation of meconium, gas, &c., but to an original enlarge- 
ment existing independently of any increase of size from pressure by 
distension. He asked Dr. Gay if this point was noticed by the au- 
thors whom he had consulted 

Dr. Gay had not met with any allusion to this fact in his researches. 
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TREATMENT OF SELF-LIMITED DISEASES. 

Tue communication from an esteemed correspondent, which we print 
below, calls for a word of reply on our part. ‘‘ X.’’ would seem to 
imply, that because diseases are self-limited they require little or no 
treatment. He falls into the common error of supposing that because 
there is no specific remedy for a disease, it cannot be benefited by any 
remedy. This we apprehend to be an incorrect view of the doctrine 
of the self-limitation of disease. Diseases that are self-limited often 
require treatment by medicines. A patient with typhoid fever may 
die in consequence of a diarrhea which might have been controlled 
by medicine. Dysentery is a self-limited disease ; we cannot cure it, 
and yet medicine is often indispensable to save the life of the patient. 
It is true, a vast amount of unnecessary medicine used to be given, 
and probably is still given, in self-limited diseases, with a view to cure 
the patient, when he would get well quite as fast, and perhaps faster, 
if he took none at all; but it is also true, that medicines are at times 
necessary, and, we believe, when given with judgment, are generally 
useful, if not necessary, for the comfort of the patient, while they are 
sometimes indispensable for his safety. - 

The mild form of scarlatina generally requires no medical treatment, 
in the strict sense of those words; but a good deal may and should 
be done by way of hygiene to relieve the discomfort of the patient and 
to promote his favorable convalescence. In the severer forms of the 
disease, we believe that much may be done by way of medical treat- 
ment to influence its course. Many cases, perhaps the majority, are 
over-treated ; we have no desire to palliate such management. If the 
indications for a particular medicine are not clearly shown, it is far 
better to abstain from employing it. It is, however, probable that ju- 
dicious medical interference is often indispensable to the recovery of 
the patient in scarlatina. The powers of the system, when flagging, 
are to be sustained by tonics, stimulants and the cautious administra- 
tion of nutriment. The state of the throat requires constant atten- 
tion, and the frequent application of topical remedies; the various 
secondary affections, abscess, otorrhcea, ophthalmia, renal disease, 
with its accompanying dropsy, and rheumatism, as well as the man- 
agement of convalescence, often long and difficult, all require the 
careful and discriminating use of medicines, as well as of suitable 
hygienic treatment. Dr. Meigs’s book is very complete on these 
points, and in addition to the treatment usually employed, he gives 
his own experience in other modes, which, though highly praised by cer- 
tain practitioners, have never been generally adopted, and are not often 
met with in books, such as inunction, the cold affusion, and belladonna 
as a prophylactic. So far from being dissatisfied with this, we could 
wish that the author had still further extended his article. We regret 
that he has nothing to say on the subject of the employment of acetic 
acid, which has proved so successful in the hands of Dr. B. F. Schneck, 
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of Lebanon, Pa. ; and we are sure he would have transferred to his pages 
some of the precautions against perforation of the tympanum after 
this disease, contained in Dr. E. H. Clarke’s admirable article in the 
last number of the American Journal, had it appeared early enough 
for his purpose. 

If the doctrine of self-limitation required the administration of lit- 
tle or no medicine, the office of the physician would be shorn of a 
great deal of its usefulness. The question is when to interfere, and 
when to withhold interference, and this is often the most difficult 
problem which the physician has to solve. The enlightened views 
contained in the discourse to which ‘“ X.’’ alludes, have not made the 
treatment of disease easier than it was before; on the contrary, they 
have rendered it a more important branch of our art, and one demand- 
ing more attention on the part of authors and teachers. We are the 
more inclined to urge these views, because we believe that a know- 
ledge of the fact that we cannot directly cure disease, is leading to a 
neglect of those indirect means by which it can often be successfully 
combated. 

Messrs. Epitors,—We were pleased with the favorable notice, in last week’s 
JournaL, of the Treatise on Diseases of Children by our old friend, Dr. J. F. 
Meigs, and can bear witness to his habits of application, in whatever he under- 
takes. There is one paragraph, however, in the article, that quite startles us; 
that which attributes praise for the devotion of twenty-seven pages to the treatment 
of scarlatina. Such encomium might be excused in some partial friend, or in 
one residing in latitudes less expectuntes thau that of Boston: but that eulogy 
should be awarded for this matter in a city thatis proud of its address upon “ Self- 
limited Diseases,’ and where stch free intercourse is held with its distinguished 
author, is a thing quite startling. Believing that the whole treatment of this self 
limited disease can be comprised in one or two pages, it is annoying that West, 
or others, should be depreciated for giving ‘ scarcely three pages to this impor- 
tant topic.” 

Boston, January 18th, 1858. 


=k. 


DEATH OF DR. CHAUNCEY BOOTH. 

WE regret to announce the death of this highly esteemed physician, 
which took place at the McLean Asylum, Somerville, on the 12th inst. 
His health, for a long time feeble, gave way rapidly of late, and he, 
as well as his friends, was quite prepared for the fatal termination of 
the complicated difficulties under which he had so long labored. 
Bright’s disease and phthisis, as we learn, were combined in his case— 
sufficient, it would seem, to sooner break down a much more robust 
man. He has ever borne himself bravely under the trying circum- 
stances of illness ; indeed, from himself, it would have been difficult to 
ascertain the extent of the ravages made by disease. Ever uncom- 
plaining, of mild and courteous bearing, there was often a dash of 
pleasantry—at times even of jocoseness, in his conversation, which 
made him a most agreeable companion. Somewhat shy and retiring 
at first, he was not slow to respond to the advances of those who 
really desired his acquaintance. 

To the faithfulness and capability with which he fulfilled his fre- 
quently arduous and always very responsible duties, we can personally 
bear testinony. He was calm in emergency; kind, whilst resolute, 
in managing the unfortunate inmates of the Asylum; a careful super- 
visor and a judicious physician. In several important and unusually 
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distressing cases of insanity, we have witnessed his untiring watch- 
fulness and care, giving the character of personal friendship to his 
ministrations, rather than the mere attendance of a conscientious medi- 
cal man. The latter he was, as all can testify, in an eminent degree. 

Whilst we are glad to pay this slight tribute to his worth, we would 
express a hope that some one more familiar with the circumstances 
of his life, and the important services he has rendered to the commu- 
nity, will furnish a notice such as he well deserves. 


The Physician’s Hand-book of Practice and Memoranda for 1858, 
&éc. &c.—This little volume, arranged by Drs. Elmer and Reuben, and 
published by Stringer & Townsend, 222 Broadway, New York, has 
lately been sent to us. Like other specimens of its kind, it has its 
advantages and disadvantages ; we believe, however, that the former 
largely overbalance the latter. In respect to bulk, it is not so conve- 
nient for the pocket as the Visiting List of Messrs. Lindsay & Blakis- 
ton, which is so extensively used by the profession ; but then it con- 
tains a great deal more, which, if it can be made available, is certainly 
a desirable addition. We can conceive of emergencies in which the 
Hand-book may be of very essential service in reminding practitioners 
of certain points in the history or treatment of diseases ; but we con- 
fess to being of those who believe that, for all general, every-day pur- 
poses, the physician should go untrammelled to the bed-side of the 
sick, armed only with the knowledge which he has patiently and con- 
scientiously acquired and carefully stored away in the chambers of the 
brain. 

The Hand-book contains a “ Classified List of Diseases: an Alpha- 
betical List of Remedial Agents, a Classified List of Poisons, Exam- 
ples of Extemporaneous Prescriptions [the young practitioner had best 
learn to write his own], and Abbreviations of the Terms used in Pre- 
scribing.”” To this is appended a ‘‘ Record for Daily Practice, pre- 
pared for the names of thirty or of sixty patients, and other memo- 
randa.”’ 

We are informed in a foot-note (p. 45), that vesico-vaginal fistula 
and recto-vaginal fistula ‘‘ are now treated with a success never be- 
fore attained, by Dr. J. Marion Sims, of the Woman’s Hospital, New 
York.”’ Perhaps so; we can recommend the book, generally, minus 
the foot-note. 


Health of the City.—The number of deaths during the last week was 
very small, amounting only to 55. The chief fatal diseases continue 
to be those of the thoracic organs, 8 deaths having been owing to 
pneumonia. We notice 4 deaths from typhoid fever. There was but 
1 death from searlatina. If from the total mortality (71) for the cor- 
responding week of 1857 we subtract the deaths from scarlatina (21), 
which was prevailing epidemically at that time, the number would be 
50. The other chief causes of death for that week were consumption 
(9) and pneumonia (1). 


Deaths in Boston for the week ending Saturday noon, January 16th, 55. Males, 29—Females, 26.— 
Accident, 1—apoplexy, 1—inflammation of the bowels, 2—disease of the bowels, 1—congestion of the 
brain, 3—burns, 1—cancer (of the uterus), 1—consumption, 13—croup, 1—dropsy, 1—dropsy in the head, 
4—debility, 1—infantile diseases, 3—scarlet fever, 1—typhoid fever, 4—intemperance, 1—inflammation of 
8—congestion of the lungs, 1—marasmus, 2—measles, I—old age, 2—rheumatism, 1—un- 

nown. 1. 

Under 5 years, 20—between 5 and 20 years, 6—between 20 and 40 years, 13—between 40 and 60 years, 

ve 60 years, 7. Born in the United States, 37—Ireland, 16—other places, 2. 
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Health of New Orleans.—From the following exhibit, it will be seen that New 
Orleans is, this season, one of the healthiest of cities. With a population ranging 
from 150,000 to 170,000, and no doubt nearer the latter figure than the former, we 
preseut an average weekly mortality of 102 and a fraction, and the mortality of 
oue week ran as jow as 92. Of the whole 410 deaths, 12 were from yellow fever. 
Six of these occurred in the week ending November 28th, and the remaining 6 
have been equally divided among the three remaining weeks. Two pure cases 
of black vomit occurred in the week ending Dec. 20th. 

But it is particulaily interesting to note the great proportion of deaths from con- 
sumption—phthisis puliusonalis. Out of a total of 410 deaths, we have 54 from 
this affection alone. Now, every observing medical man knows that we are by 
no means exempt from phthisis as orizinaling amongst us, but the mortality is 
vastly increased by strangers who come here to die of this terrible disease. The 
wards of our Charity Hospital show an annual influx of phthisis patients from all 
parts of the country, who come here ouly to die. How the idea ever originated, 
that New Orleans is a good climate for such patients, we are at a loss to conceive, 
We have watched this class of visitors to our city for several years, and we have 
er to see one individual derive any benefit from the visit, On the contrary, we 

elieve death has ouly been hastened in every instance. Physicians throughout 
the country should be more considerate than to advise this class of their patients 
to visit New Orleans.—N. O. Med. News and Hospital Gaz. for January. 


Worms in the Heart of a Dog.—We beg io call attention to the very interesting 
account which Dr. M. Schuppert, of this city, gives of the discovery of worms in 
the heart of adog. Dr. 8. lias presented the preparation to the Museum of our 
new school, aud the curious in such matters can there see the most remarkable 
specimen of the kind to be found any where. It seems almost inciedible—the 
presence of worms more than a foot long in the cavities of the heart—yet there 
they are, and in such numbers as to have at last nearly filled the cavity of the 
ascending cava.—Ib. 


Transposition of Teeth—Examples of the transposition of teeth, though some- 
what rare, are nevertheless occasionally met with. Some years ago we gavea 
description of a case which we had seen, aud about four weeks ago we saw ano- 
ther. The transposed teeth in the last case were the lower right lateral incisor 
and enspidatus—the former occupying the place of the latter and the latter that 
of the former. The cuspid tooth in every other respect was regularly arranged, 
but the lateral incisor was partly turned upon its axis—the lingual surface of the 
crown being in contact with the fist bicuspid and the labial surface in contact 
with the cuspidatus.—Am. Journal of Dental Science. 


Dr. Livingstone.—The last advices from Lisbon convey so fearful a representa- 
tion of the ravages of the epidemic there, that Dr. Livingstoue has thought it right 
to postpone his visit to that capital. He has not embarked on board the Tagus, 
according to his aunounced inteution, but will proceed thither as soon as may be 
thought prudent. The object of his visit to that city is uuderstood to be for the 
purpose of consulting with the Portuguese goverment, through whose territories 
on the eastern coast of Africa the great traveller purposes passing to reach the 
heart of the great African coutinent to pursue his magnificent discoveries there, 
and to open Central Africa to Europe through the yreat river Zambesi, which 
passes through the Portuguese possessious, and empties itself in the Mozambique 
Channel.—London Lancet. 


Vaccine Matter in Paris—At the last sitting of the Academy, M. Depaul drew 
atteution to the frequency of failure in the action of vacciue matter preserved in 
the manner recominended by the Academy. ‘his method consists in collecting 
the matter upon small dises of glass, which are then superimposed one on the 
other, the circumference being soldered with melted lead. He strongly recom- 
mended the use of small tubes, carefully made, and accurately sealed. His 
views were warmly supported by M. ‘Trousseau, who called for au immediate alte- 
ration, of the nature thus indicated, and raised the question of compulsory vacei- 
natiou and re-vaccination.—Jb, 
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